Objective-To determine whether percutaneous transluminal coronary angioplasty may be safely performed in cardiology centres in the United Kingdom without immediate on site cardiac surgical cover for complications arising at angioplasty.
Introduction
Coronary angioplasty is associated with a small risk of major complications, the most serious of which is abrupt total coronary occlusion. This usually results from dissection of the arterial wall and the creation of an occlusive intimal flap, which may be associated with the formation of intracoronary thrombus. Without a well developed collateral circulation myocardial infarction, haemodynamic deterioration, and even death may occur. The risk of these complications has led the subcommittee on coronary angioplasty of the American College of Cardiology and American Heart Association Task Force to state that the absence of a formal cardiac surgical programme within the institution is an absolute contradiction to coronary angioplasty.' Should its recommendations be applied in the United Kingdom, where many centres rely on off site cardiac surgical support for emergencies arising during coronary angioplasty? As yet there has not been a policy statement on this matter from cardiologists in the United Kingdom. We reviewed the experience of a moderately large angioplasty centre without on site facilities for cardiac surgery, the aim being to establish whether coronary angioplasty can safely be p-erformed under these conditions.
Patients and methods

LOCAL GEOGRAPHY AND FACILITIES
Coronary angioplasty services for the Northern
Ireland region are provided in two teaching hospitals in Belfast: the Belfast City and Royal Victoria Hospitals. All angioplasties discussed here were performed in the catheterisation laboratory of the Belfast City Hospital. Regional cardiac surgical facilities are based at the Royal Victoria Hospital site, which is situated 2 4 km from the Belfast City Hospital. staining of the vessel intima, was associated with intraluminal filling defects and coronary occlusion in 14 cases. These defects were presumed to be intracoronary thrombus. Sustained coronary spasm was considered to be the cause of coronary occlusion in six cases. Acute coronary occlusion occurred during coronary angioplasty in 32 patients. In three patients occlusion occurred after the procedure was completed-at two, eight, and 12 hours after angioplasty.
MANAGEMENT OF OCCLUSION
Eleven patients received urgent coronary bypass surgery after occlusion at coronary angioplasty (table II) , seven being men and four women (mean age=52-6 years). Ten BMJ VOLUME 300 (2 4% in the 8991 patients of the coronary artery surgery study registry5), an increase rather than a decrease in mortality will result from discontinuing procedures simply because facilities for immediate on site surgery are not available.
If angioplasty is performed in a hospital without on site surgical facilities careful selection of cases is required to exclude patients who are at high risk of serious haemodynamic consequences in the event of acute coronary occlusion. If patients do not fall into this high risk group we believe that it is safe to perform angioplasty in a centre without on site surgical cover, provided that this is available at a nearby centre. In the event of coronary occlusion patients who require revascularisation surgery (about one third in our series) can be safely transferred to the surgical unit.
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